We report two males with multiple sclerosis who were infertile as a result of failure to ejaculate. Electroejaculation was successfully used to recover semen with motile sperm from both men, and the sperm was used for artificial insemination. One pregnancy was achieved by intrauterine insemination, and a healthy male baby was born.
INTRODUCTION
Sexual dysfunction in males with multiple sclerosis is well described [Cartlidge, 19721. Impotence is the most common problem, but failure to ejaculate may also occur. Those who are impotent may be treated with penile prosthesis implantation or intracavernous injection therapy. Those with anejaculation, however, are infertile; and until recently, no therapy was available for this condition.
PATIENTS AND METHODS Case Number 1
In 1975, a 28-year-old man was diagnosed as having multiple sclerosis. Since then, his disease has been manifested by left leg weakness, waxing and waning weakness in the other extremities, and urinary retention. He has been impotent and anejaculatory since 1976. Erections are achieved at present by papavarine injections. A trial of ephedine to restore ejaculation was unsuccessful and examination of a postmasturbation urine showed no evidence of sperm.
He presented for electroejaculation in 1988 at the age of 41 years. The procedure was attempted without anesthesia, but could not be completed because of pain. Electroejaculation was subsequently carried out on two consecutive days (coinciding with the wife's ovulation) under general anesthesia and antegrade and retrograde ejaculate containing motile sperm was obtained on each day. Sperm washing and swim-up was carried out to prepare samples used for intrauterine insemination. The processed samples (after swim-up) yielded 48 million sperm with 15% motility and 9 million sperm with 20% motility on the 1st and 2nd days, respectively. The patient's wife did not conceive. Further insemination trials are planned for this couple.
Case Number 2
In 1980 a 25-year-old man was first diagnosed as having multiple sclerosis. Initial presenting symptoms included pain along the left side of his body and transient urinary and fecal incontinence. Neurological signs at that time included bilateral ankle clonus and a positive left Babinski reflex. Four months after the diagnosis of multiple sclerosis, the patient became anejaculatory. He was married 9 months following diagnosis. Normal erectile function was maintained and coitus occurred on an average of three times per week. Postcoital urine was examined on several occasions for sperm but was negative on each occasion. Treatment with phenylpropanolamine was unsuccessful in restoring ejaculation.
By 1985 urological symptoms of hesitancy and poor stream had developed. A urodynamics study performed at this time demonstrated uninhibited bladder activity with detrusor-sphincter dyssynergid (DSD), and a program of clean intermittent self-catheterization and anticholinergic medication was begun. The course of his MS has been one of intermittent relapses and acute exacerbations, which are responsive to treatment with dexamethasone.
The patient was first seen in August 1985 at the age of 30 for consideration for electroejaculation, and from August 1985 through July 1986, he underwent a total of 14 trials. These procedures were performed with IV sedation using a combination of meperidine and a benzodiazepine. Total sperm counts (combination of antegrade and retrograde specimens) ranged from 3.6 to 67 X lo6, sperm motility varied from 10% to 70%, and there were 30% to 70% normal morphological forms. Multiple vaginal artificial inseminations were carried out with nonprocessed semen but were unsuccessful in achieving a pregnancy.
After a period of 16 months the patient again presented for further electroejaculation trials. The first electroejaculation on return visit was successful in obtaining motile sperm in both antegrade and retrograde ejaculate. The subsequent trial was timed with the spouse's ovulation and intrauterine insemination was performed. The processed (swim-up) sample contained 20 X lo6 spermatozoa with 65% motility. The spouse became pregnant, and an ultrasound showed a single intrauterine pregnancy (Fig. 1) . 
DISCUSSION
Sexual dysfunction in males with multiple sclerosis usually presents as erectile impotence and loss of libido. Isolated absence of ejaculation occurs less frequently. Our second patient, however, had normal erections and libido but complete absence of antegrade or retrograde ejaculation.
Electroejaculation is a well-recognized technique, which has been used for inducing emission of semen both in animals [Seager et al., 19801 and in humans [Brindley, 1980; Martin et al., 19831 . Our technique employs an electrical probe which is placed in the rectum. The probe is connected to an electrical stimulator and temperature meter and the current is delivered in a sine-wave pattern. During stimulation, the bipolar electrodes are directed anteriorly to stimulate the short neurons entering the ejaculatory organs, which lie anterior to the rectum. As the electrical stimulus is being applied, the bulbous and pendulous urethra are "milked" to encourage an antegrade ejaculate. The patient is catheterized after cessation of electrical stimulation to recover any retrograde ejaculate. The bladder is irrigated with modified Hamm's F-10 solution to retrieve the maximum number of sperm. Hitherto, the most widely used successful application of electroejaculation has been in spinal-cord-injury patients [Thomas et al., 1975; Bennett et al., 1988; Oh1 et al., 19881 . It has also been used to obtain semen after retroperitoneal lymph node dissection [Bennett et al., 19871. 
